This annual article is a long-standing feature in Pediatrics and provides a summary of the most current vital statistics data for the United States. We have also included a special feature on the recent increase in birth rates for teenagers.
METHODS
The data presented in this report were obtained from vital statistics records: birth certificates, fetal death reports, and death certificates for residents in all US states and the District of Columbia. Birth data for 2007 are preliminary and based on ϳ99% of records. Mortality data for 2007 are preliminary and based on ϳ90% of records. Birth and death data for 2006 and earlier years are final and include all records. More complete descriptions of vital statistics data systems are available elsewhere. [1] [2] [3] [4] [5] [6] Current vital statistics patterns and recent trends through 2006 and 2007 are presented in this report according to age, race, and Hispanic origin as well as other birth and death characteristics. More detailed data are available for final 2006 births than for preliminary 2007 births; therefore, some of the detailed analyses of birth patterns are presented by using 2006 data. Data on infant deaths from the linked birth/infant death data set, as well as data on fetal and perinatal mortality, are final data for 2005. Hispanic origin and race are collected as separate items in vital records. Persons of Hispanic origin may be of any race. A number of reporting areas allow for the reporting of multiple-race categories on birth and death certificates. However, until all areas revise their certificates to reflect updated reporting standards for race, 7 multiple-race data are "bridged" back to single-race categories. 3, 4, 8, 9 For birth data, mother's marital status was reported directly in all but 2 states (Michigan and New York) in 2006 and 2007. Details about the reporting of marital status in those 2 states and methods of edits and imputations applied to other items on the birth certificate are presented in publications of the National Center for Health Statistics (NCHS). 1, 3, 5 Cause-of-death statistics in this report are based solely on the underlying cause of death compiled in accordance with the International Classification of Diseases, 10th Revision (ICD-10). 10 The underlying cause of death is defined as "(a) the disease or injury which initiated the train of morbid events leading directly to death, or (b) the circumstances of the accident or violence which produced the fatal injury." 10 Ranking for leading causes of death is based on number of deaths. 11 Infant mortality refers to the death of an infant younger than 1 year. Infant mortality rates (IMRs) were computed by dividing the total number of infant deaths in each calendar year by the total number of live births in the same year. Neonatal mortality rates (NMRs) are shown for infant deaths at Ͻ28 days, and postneonatal mortality rates (PNMRs) are shown for infant deaths at 28 days to younger than 1 year. The denominator for both rates is the number of live births. Perinatal mortality rates (PMRs) include fetal deaths at Ն28 weeks of gestation and infant deaths at Ͻ7 days of age. Fetal mortality rates (FMRs) are shown for fetal deaths at Ն20 weeks of gestation. Early fetal mortality rates (EFMRs) are shown for fetal deaths at 20 to 27 weeks of gestation, and late fetal mortality rates (LFMRs) are shown for fetal deaths at Ն28 weeks of gestation. FMRs and PMRs were computed by dividing the number of fetal or perinatal deaths by the number of live births plus fetal deaths of the gestational period specified in the numerator. Because of a programming error in the FMRs originally published by the NCHS, the FMRs have been recalculated for this report and may differ from those originally published. 12 The latest infant mortality statistics according to race and Hispanic origin are from the 2005 period linked birth/ infant death data set. 13 In this data set, the death certificate was linked with the corresponding birth certificate for each infant who died in the United States in 2005. The purpose of this linkage was to use additional variables available from the birth certificate, such as birth weight, to better interpret infant mortality patterns. 
Racial and Ethnic Composition
The general fertility rate rose for each race and Hispanic-origin group between 2006 and 2007. 1 Increases ranged from Ͻ1% for Hispanic women to 6% for Asian or Pacific Islander women. Rates for non-Hispanic white and non-Hispanic black women rose 1%. Fertility rates differ widely among racial and ethnic groups ( Table 2) . Fertility rates in 2007 ranged from a low of 60.1 births per 1000 women aged 15 to 44 for non-Hispanic white women to a high of 102.1 for Hispanic women.
Trends in Age-Specific Birth Rates
Teenaged Childbearing (Table 3) . More detailed discussion of the recent increases in teenaged birth rates is presented later in this article.
Childbearing for Women Aged 20 Years and Older
The 2007 birth rate for women aged 20 to 24 years was 106.4 births per 1000 women ( Table 2) , an increase of Ͻ1% compared with 2006 ( Fig 1) . 1 The rate for women aged 25 to 29 years also increased in 2007 to 117. 5 
Smoking During Pregnancy †
For the 17 states with revised information on tobacco use in 2006, the overall smoking rate during pregnancy was 13.2%. 3 The rate for non-Hispanic white women (18.1%) was more than two thirds higher than that for non-Hispanic black women (10.6%) and Ͼ6
times as high as that for Hispanic women (2.8%). 3 These racial-ethnic variations are consistent with patterns observed for many years before the revision of the tobacco-use item.
Smoking patterns among population subgroups based on birth certificate data have been confirmed by surveillance and survey data, although there may be some underreporting of smoking on the birth certificate. 22, 23 Prenatal Care ‡ Prenatal care data based on the revised birth certificate show a markedly †Information on smoking during pregnancy is based on the same reporting areas as for prenatal care, with the exclusion of Florida. 3 24 ; the decline in 2006 follows 2 consecutive years in which prenatal care levels did not improve. 25, 26 Large disparities according to race and Hispanic origin persisted in prenatal care receipt for the 18 states with revised prenatal care data. In 2006, as in earlier years, non-Hispanic black and Hispanic women were more than twice as likely as non-Hispanic white women to receive late or no care (11.8%, 12.2%, and 5.2%, respectively). 3
Cesarean Delivery
The total cesarean-delivery rate rose 2% in 2007 to 31.8% of all births, marking the eleventh consecutive year of increase and another record high for the nation (Table 4 ). 1 This rate has climbed by Ͼ50% over the last decade (20.7% in 1996) . Increases in the percentage of births delivered by cesarean were reported for most age groups (Fig 2) and for the largest race and Hispanicorigin groups.
The continuing rise in the total cesarean-delivery rate is a result of trends in the primary cesareandelivery rate and the rate of vaginal The upsurge in multiple births, particularly higher-order multiple births, has been attributed to older age at childbearing (women in their 30s are more likely than younger women to conceive multiples spontaneously) and the growing availability and use of fertility-enhancing therapies, both assisted reproductive technologies (ART) such as in vitro fertilization and non-ART therapies such as ovulationinducing drugs and artificial insemination. 27, 28 Less than 20% of all triplets/ϩ born between 1997and 2003 are estimated to have been naturally conceived. 28, 29 In response to the unparalleled rise in higher-order multiple births and their attendant risk of poor outcome, the American Society of Reproductive Medicine published guidelines in the late 1990s (later updated) [30] [31] [32] that were intended to reduce the incidence of triplets/ϩ resulting from ART by limiting the number of embryos transferred. Studies since then have documented substantial declines in such transfers. 33, 34 One of every 8 twins and 1 of every 3 triplets are born very preterm (Ͻ32 weeks of gestation), compared with fewer than 2 of every 100 singletons.
Preterm Birth
The preterm birth rate was 12.7% for 2007, a slight decline of 1% from the 2006 level of 12.8% (Table 4 ; Fig 3) . 1 The preterm rate (infants delivered at Ͻ37 completed weeks of gestation per 100 births) had previously been on the rise for more than 2 decades. 3 Fig 3) . 1 The percentage of infants born at LBW had been rising fairly steadily since the mid-1980s (6.7% in 1984). 3 The very LBW (Ͻ1500 g) rate was unchanged at 1.48%, but the percentage of moderately LBW infants (1500 -2499 g) declined from 6.8 to 6.7 between 2006 and 2007. Small declines in total LBW were reported for each of the largest race and Hispanicorigin groups (Table 4 ).
Over the past several decades, national LBW levels have been strongly influenced by the large growth in the rate of multiple births, more than one half of which are delivered at Ͻ2500 g (see "Multiple Births"). However, when only births in singleton deliveries are examined, a substantial rise in LBW is also observed between 1990 and 2006. 3 The full birth weight distribution has changed markedly in recent years for all births and for singletons only. During 1990 -2006, the percentage of singleton births weighing Ͻ3500 g increased, whereas that for heavier infants declined. 1, 24 The decline at 3500 to 4499 g (7 lb 12 oz to 9 lb 14 oz) is of special concern, because infant mortality is lowest at these weights (ref 13 and NCHS, unpublished data from the Period Linked Birth/Infant Death Data Set, 2005). The reasons behind the shift toward lower birth weights may be similar to those suggested for the national trend toward shorter gestational ages, that is, obstetric intervention earlier in pregnancy, older maternal age at childbearing, and increased use of infertility therapies. [36] [37] [38] [39] 
INFANT AND PERINATAL MORTALITY §
In 2007, a total of 29 241 infant deaths were reported in the United States. 2 The IMR was 6.77 infant deaths per 1000 live births, not significantly different from the 2006 rate of 6.69 ( Table 1) 
Perinatal and Fetal Mortality
The 2005 PMR (per 1000 live births plus specified fetal deaths) was 6.64 in 2005. This was not significantly different from the 2004 rate of 6.73. 45, 46 The PMR has been declining fairly consistently for more than half a century. 
FIGURE 3
Percent preterm and percent LBW: United States, 1990 -2006 (final) and 2007 (preliminary). LBW is Ͻ2500 g, and preterm birth is Ͻ37 completed weeks of gestation.
In 2005, 25 894 fetal deaths at Ն20 weeks of gestation were reported in the United States. 45 4) . Virtually all the decrease in the overall FMR from 1990 through 2003 can be attributed to declines in late fetal mortality; early fetal mortality did not decline. 47 States with the highest IMRs and FMRs were clustered in the southeastern United States.
Geographic Variation

Leading Causes of Infant Death
More than half of all infant deaths in 2007 (Table 6) were attributable to 5 leading causes: congenital malformations, deformations, and chromosomal abnormalities (accounting for 19.7% of all infant deaths); disorders relating to short gestation and LBW, not elsewhere classified (16.0%); sudden infant death syndrome (SIDS) (7.2%); newborn affected by maternal complications of pregnancy (6.1%); and accidents (unintentional injuries) (4.2%). 2 The 5 leading causes of infant death were the same in 2006. 4 In 2007, life expectancy at birth reached a record high of 77.9 years and was 80.7 years for white women, 77.0 years for black women, 75.8 years for white men, and 70.2 years for black men. 2 The esti-mated life expectancy at birth for a given year represents the average number of years that a group of infants would be expected to live if, throughout their lifetime, they were to experience the agespecific death rates that prevailed during the year of their birth.
INTERNATIONAL COMPARISONS
Deaths Among Children
A total of 23 976 children and adolescents aged 1 to 19 years died in the United States in 2007 ( 
BIRTH RATES FOR TEENAGERS INCREASING
Childbearing by US teenagers increased in 2007 for the second consecutive year, in contrast with the longterm decline in adolescent birth rates that extended from 1991 through 2005 (Table 3 ). 1 Rates decreased 34% before increasing 5% between 2005 and 2007. The upward trend for teenagers during 2005-2007 is similar to the concurrent trends in birth rates for women in all age groups. Maternal demographic, social, and health risks are of concern for teenagers and women at the older end of the reproductive age spectrum.
In this section, we highlight the recent changes in teenaged pregnancy and birth rates. Teenaged pregnancy and childbearing are ongoing public concerns and the focus of considerable public policy debate. Infants born to teenaged mothers are at elevated risk of poor birth outcomes, including higher rates of LBW, preterm birth, and infant death. 3, 13, 53 The limited educational, social, and financial resources often available to adolescent mothers add to their higher risk profile. 54 A recent study revealed that the public costs of teenaged childbearing in the United States are approximately $9 billion annually. 55 The 14-year decline in teenaged birth rates began to slow in the early part of this decade. At its 1991 peak, the rate was 61. 56 In recent years, abortion rates have dropped more rapidly than birth rates among teenagers. Because abortion estimates are not available for 2006 and 2007, it is not possible to assess whether and to what extent teenaged pregnancy rates have increased as have birth rates. A recent analysis of data from the Centers for Disease Control and Prevention Youth Risk Behavior Survey revealed that the declines in sexual activity and improvements in contraceptive use among high school students, which were measured between 1991 and 2007, occurred entirely between 1991 and 2003, with no significant
